Introduction {#Sec1}
============

The rapid evolution of diabetes pharmacotherapy and the availability of many glucose-lowering medication (GLM) classes for the treatment of type 2 diabetes (T2D) have made the choice of second-line agents after metformin an difficult task \[[@CR1]\]. Ideally, patient characteristics should be matched with drug modes of action, favorable effects, and side effects. However, this is not always possible because of restrictions in drug indications, availability, reimbursement, and contraindications. Furthermore, translating results of phase III randomized controlled trials (RCTs) to clinical practice may be problematic owing to the many differences between trial and routine care settings \[[@CR2]\].

In many countries, the two most popular second-line GLMs for the treatment of T2D are sulfonylureas (SUs) and dipeptidyl peptidase 4 inhibitors (DPP4i). RCTs that directly compared drugs of these classes showed that SUs tend to be more effective than DPP4i in reducing HbA1c over the short term, but that such differences are mostly lost in the long run \[[@CR3]\]. Rather, compared with SU, DPP4i have been associated with a markedly lower risk of hypoglycemia and a mild benefit in the control of body weight \[[@CR4]\]. In addition, while three large placebo-controlled RCTs support the cardiovascular safety of DPP4i \[[@CR5]--[@CR7]\], SUs have been linked with an increased risk of cardiovascular events and mortality, although such data derive mainly from observational studies \[[@CR8], [@CR9]\]. Gliclazide is often considered the preferred SU, because it has been associated with greater than 50% less hypoglycemia risk \[[@CR10]\] and a safer cardiovascular risk profile \[[@CR11]\] compared with other SUs. Furthermore, gliclazide is by far the mostly widely used SU in Italy \[[@CR12]\] and its relative cardiovascular safety has been recently confirmed in the Italian TOSCA.IT study \[[@CR13]\].

Despite SUs and DPP4i being very popular GLMs, there is a striking paucity of real-world studies comparing the effectiveness of these drugs in routine clinical practice. This is particularly important since SUs are still perceived as highly effective drugs for the control of hyperglycemia and their low cost makes them particularly attractive for healthcare systems with limited resources. Thus, comparative real-world studies on these drugs may complement information from RCTs and inform on therapeutic appropriateness.

The DARWIN-T2D was a multicenter retrospective study conducted on electronic medical records containing clinical data, performed at 46 diabetes specialist outpatient clinics in Italy \[[@CR14]\]. We herein report results of a subanalysis comparing the effectiveness of DPP4i versus gliclazide on glycemic and extra-glycemic endpoints.

Methods {#Sec2}
=======

Data Source {#Sec3}
-----------

The main objective of the DARWIN-T2D study was to describe the clinical characteristics and the changes from baseline in glycemic and extra-glycemic effectiveness parameters in patients newly treated with the SGLT2 inhibitor dapagliflozin, a DPP4i, gliclazide, or a GLP-1 receptor agonist \[[@CR14]\]. The study was conducted at 46 Italian diabetes outpatient clinics. The detailed study protocol and the primary results have been previously published \[[@CR14]\]. Results of the study indicated a significant channelling of different patients towards different GLMs, and an overall low common support between patients receiving dapagliflozin and other GLMs \[[@CR12]\]. The largest common support of propensity scores was detected for patients starting DPP4i and patients starting gliclazide, thereby providing a rationale for comparing effectiveness of such drugs.

Patients were retrospectively included if they were aged 18--80 years, had a diagnosis of T2D for at least 1 year, and were newly prescribed with a full-dose DPP4i (per protocol, linagliptin was excluded \[[@CR14]\]), or with gliclazide extended release at a daily dose of 30 mg or higher. Exclusion criteria were a diagnosis of type 1 diabetes and age less than 18 or greater than 80 years.

Dedicated software automatically extracted all relevant clinical data (demographics, anthropometrics, blood pressure, HbA1c, fasting plasma glucose, lipid values, liver enzymes, renal function, history of complications, and medications) at baseline and at the first available follow-up visit, 3--12 months after baseline. LDL cholesterol levels were calculated using Friedewald's equation \[[@CR15]\], whereas eGFR (estimated glomerular filtration rate) was computed using the CKD-EPI equation \[[@CR16]\]. Microangiopathy was defined as the presence of an albumin excretion rate greater than 30 mg/24 h or mg/g of creatinine, an eGFR less than 60 ml/min/1.73 m^2^, diabetic neuropathy (either somatic or autonomic), diabetic retinopathy (any grade), or maculopathy. Macroangiopathy was defined as the presence of a history of myocardial infarction or stroke/transient ischemic attack, peripheral arterial disease, surgical or endovascular revascularization (any site), or a diagnosis of asymptomatic atherosclerosis. We retrieved information on all concomitant medications and on the entire history of GLM use to define whether patients were being prescribed DPP4i or gliclazide as second-line agents after metformin (i.e., had been treated only with metformin) or after failure of at least another GLM different from metformin.

The primary effectiveness endpoint was the change from baseline in HbA1c. Secondary endpoints were changes from baseline in fasting plasma glucose, body weight, and systolic blood pressure. We excluded patients without a follow-up examination, those with missing data for the primary outcome at baseline or follow-up, and those initiating DPP4i and gliclazide at the same visit (because the effect could not be attributed to one or the other). All data were extracted automatically from the same electronic chart system (MyStar Connect, Me.Te.Da.).

Multiple Imputation and Propensity Score Matching {#Sec4}
-------------------------------------------------

For a comparative analysis of effectiveness, we used propensity score matching (PSM), one of the most popular methods to estimate treatment effects in observational studies \[[@CR17]\]. In a trade-off between unconfoundedness and precision, the following baseline covariates were chosen for PSM as they are expected to affect outcomes and therapy assignment: age, gender, diabetes duration, BMI, body weight, systolic and diastolic blood pressure, FPG, Hb1Ac, total cholesterol, HDL cholesterol, triglycerides, aspartate aminotransferase, alanine aminotransferase, eGFR, insulin as associated therapy, metformin as associated therapy, use of DPP4i or gliclazide as second-line therapy, microangiopathy and macroangiopathy. Presence of missing data was handled with multiple imputation (MI), as previously described \[[@CR18]\]. Outcomes and selected variables were used as predictors in MI models \[[@CR19]\]. A PS model was fitted on each imputed data set and the final individual PS value was computed as the average of all the subject PS values obtained in each imputed data set. Then, PS values were used to create a matched set of individuals from the original non-imputed data set. Matching was performed with 1:1 ratio, i.e., each subject treated with DPP4i was matched with only one subject treated with gliclazide, using a genetic algorithm, without replacement. Covariate balance after matching was evaluated using standardized mean difference across group of treatment and standardized mean differences of the square of continuous variables. Balance was achieved if standardized difference was less than 0.1. Outcome analysis was conducted on a matched set of individuals obtained after PSM. Effect of treatment on outcomes was evaluated with adjusted linear regression models, with confidence intervals computed using a robust sandwich estimator. More details on MI and PSM can be found in the Online Supplementary Material.

Statistical Analysis {#Sec5}
--------------------

Except where otherwise specified, data are presented as mean ± standard deviation or as percentage, as appropriate. Comparisons between the two groups of patients (e.g., those receiving DPP4i and those receiving gliclazide) were performed using the 2-tail unpaired Student *t* test for continuous variables, or the chi-square test for categorical variables. Differences in clinical characteristics between matched cohorts were better analyzed using standardized bias than using*p* values, as previously suggested \[[@CR13]\]. Comparisons in continuous variables among more than two groups was performed using ANOVA with Bonferroni correction. Evaluation of within-group changes in outcome variables was performed using the 2-tail paired Student's *t* test. Changes from baseline in outcome variables were calculated for each group as data collected at follow-up minus data collected at baseline, and compared using the 2-tail unpaired Student *t* test. To analyze the time trend of HbA1c reduction in the two groups, we divided the 9-month observation window (3--12 months after baseline) into five equal periods and assigned each patient to the relevant follow-up duration. Statistical significance was accepted at *p* \< 0.05.

Compliance with Ethics Guidelines {#Sec6}
---------------------------------

The study was approved by the ethical committee of each participating center. All procedures performed in studies involving human participants were in accordance with the ethical standards of the institutional and/or national research committee and with the 1964 Declaration of Helsinki and its later amendments or comparable ethical standards. Since the study was performed retrospectively on an anonymized database, no patient consent was required.

Results {#Sec7}
=======

Study Population {#Sec8}
----------------

The study flowchart is shown in Fig. [1](#Fig1){ref-type="fig"}. Between 15 March 2015 and 31 December 2016, we collected baseline data on 6594 T2D patients who initiated therapy with a DPP4i (53.2% sitagliptin, 22.9% alogliptin, 20.6% vildagliptin, 3.3% saxagliptin) and 5960 patients who initiated therapy with gliclazide. Of these, 2999 patients treated with DPP4i (45.5%) and 2111 patients treated with gliclazide (35.4%), had a follow-up visit available between 3 and 12 months after baseline; 589 patients treated with DPP4i and 521 treated with gliclazide were excluded for missing data for the primary outcome or because they initiated both drugs at the same time (*n* = 151). Data on the remaining 2410 DPP4i users and 1590 gliclazide users are shown in Table [1](#Tab1){ref-type="table"}. Patients newly treated with gliclazide versus those newly treated with DPP4i had longer disease duration, higher body weight, BMI, systolic blood pressure, HbA1c, fasting plasma glucose, triglycerides, and liver enzymes, and lower HDL cholesterol and eGFR. Patients starting gliclazide also had a higher prevalence of microangiopathy and less frequent use of metformin than patients starting a DPP4i.Fig. 1Study flowchart. *DPP4i* dipeptidyl peptidase 4 inhibitors, *PSM* propensity score matching Table 1Baseline clinical characteristics of study patientsBefore PSMAfter PSMDPP4iGliclazideSB*p*DPP4iGliclazideSB*p*Number24101590**--**13161316--Age, years67.0 ± 9.267.4 ± 9.00.0510.11667.6 ± 9.267.7 ± 8.90.0120.760Sex male, %59.559.30.0030.92459.659.80.0050.905Current smoker, %18.519.40.0230.53519.518.10.0360.676Diabetes duration, years11.0 ± 7.611.7 ± 7.40.0960.00311.8 ± 7.911.9 ± 7.60.0150.709Weight, kg79.9 ± 15.182.3 ± 15.90.158\< 0.00180.5 ± 15.581.3 ± 15.00.0530.193Height, cm165.6 ± 9.5166.0 ± 9.50.0420.230165.6 ± 9.8166.1 ± 9.40.0520.237BMI, kg/m^2^29.1 ± 4.929.8 ± 5.00.143\< 0.00129.3 ± 4.929.5 ± 4.80.0290.479Waist circumference, cm103.1 ± 12.2104.2 ± 12.00.0910.086103.5 ± 11.7103.7 ± 11.70.0170.730SBP, mmHg136.7 ± 17.8139.6 ± 19.70.152\< 0.001138.4 ± 18.5139.4 ± 19.50.0490.275DBP, mmHg78.6 ± 9.078.9 ± 9.30.0260.47879.1 ± 9.478.5 ± 9.20.0630.165FPG, mg/dl152.8 ± 36.0166.4 ± 43.90.338\< 0.001159.0 ± 40.8158.2 ± 39.20.0200.632HbA1c, %7.8 ± 0.98.1 ± 1.20.358\< 0.0017.9 ± 1.07.9 ± 1.00.0020.955Total cholesterol, mg/dl170.5 ± 35.2172.9 ± 38.40.0630.095171.7 ± 36.0169.6 ± 36.30.0580.214HDL cholesterol, mg/dl48.8 ± 13.647.5 ± 13.30.0940.01748.9 ± 14.048.1 ± 13.30.0550.241Triglycerides, mg/dl140.1 ± 80.9150.4 ± 97.10.1160.002145.4 ± 88.6142.6 ± 77.70.0350.460LDL cholesterol, mg/dl93.9 ± 30.295.6 ± 32.60.0540.14694.1 ± 30.493.4 ± 31.70.0220.668SGOT, U/l21.9 ± 10.923.2 ± 11.80.1160.01921.7 ± 10.822.8 ± 11.00.1030.083SGPT, U/l26.3 ± 15.828.2 ± 18.90.1060.02826.0 ± 15.427.5 ± 18.20.0920.122Creatinine, mg/dl0.9 ± 0.30.9 ± 0.30.0000.2530.9 ± 0.30.9 ± 0.30.0000.276eGFR, mg/min/1.73 m^2^81.0 ± 18.378.6 ± 18.40.1350.00178.4 ± 19.477.9 ± 18.50.0290.597AER, mg/24 h64.2 ± 223.562.9 ± 205.40.0060.90077.9 ± 278.863.1 ± 213.00.0600.298Complications Nephropathy, %  eGFR \< 60 ml/min/1.73 m^2^13.718.40.1300.00217.719.30.0410.396  AER \> 30 mg/24 h26.927.00.0020.95028.325.90.0540.358 Retinopathy, %  Any retinopathy11.715.00.0980.00714.214.90.0200.638  Macular edema2.02.80.0530.1232.73.20.0300.530 Neuropathy, %  Somatic15.521.10.1470.00617.720.20.0640.350  Autonomic2.31.30.0730.1592.41.20.0900.157 Peripheral arterial disease, %  Arteriosclerosis obliterans15.913.90.0560.32218.214.70.0950.162  Previous revascularization2.41.20.0870.1103.11.30.1230.046 Foot disease, %  Active ulcers2.22.00.0140.8233.01.90.0710.214  Deformities7.610.00.0860.0948.710.60.0640.303  Previous amputation1.10.90.0200.6851.50.90.0550.382 Cerebrovascular disease, %  Carotid atherosclerosis38.743.70.1020.01941.944.60.0550.281  Previous TIA/stroke3.73.50.0110.8424.23.50.0360.463 Coronary artery disease, %  Ischemic heart disease11.311.30.0000.94913.011.90.0330.465  Previous revascularization7.77.20.0190.6518.77.30.0520.268 Microangiopathy, %30.336.60.113\< 0.00135.236.5\< 0.0010.513 Macroangiopathy, %36.239.40.0660.05639.940.60.0140.743Therapies Glucose lowering medications, %  Metformin85.676.60.236\< 0.00176.276.40.0050.883  Basal insulin13.914.30.0100.55017.413.20.1180.002  Acarbose1.41.40.0000.9261.81.40.0320.400  Pioglitazone5.66.30.0300.3096.35.70.0250.546 Other therapy, %  Antiplatelet47.546.30.0240.48048.247.70.0100.836  Statin66.063.50.0520.13764.165.20.0330.579  ACE/ARBs65.067.80.0590.10167.567.50.0000.983  CCB20.923.10.0530.13921.922.90.0240.598  Beta-blockers28.530.10.0350.30729.930.40.0110.816  Diuretics10.713.40.0830.02212.313.40.0330.466Data are reported for the entire cohorts of patients starting dipeptidyl peptidase 4 inhibitors (DPP4i) or gliclazide and for the cohorts matched 1:1 after propensity score matching (PSM). Data are shown as mean ± SD or as percentage*BMI* body mass index, *SBP* systolic blood pressure, *DBP* diastolic blood pressure, *FPG* fasting plasma glucose, *HDL* high density lipoprotein, *LDL* low density lipoprotein, *eGFR* estimated glomerular filtration rate, *AER* albumin excretion rate, *TIA* transient ischemic attack, *ACEi* angiotensin-converting enzyme inhibitors, *ARB* angiotensin receptor blockers, *CCB* calcium channel blockers, *SB* standardized bias, *SGOT* serum glutamic-oxaloacetic transaminase,*SGPT* serum glutamic pyruvic transaminase

Within-Group Effectiveness Analysis {#Sec9}
-----------------------------------

After a median follow-up of 6.1 months (IQR 5.5--6.7), in patients who received a DPP4i, HbA1c declined by 0.6%, fasting plasma glucose declined by 11.4 mg/dl, body weight declined by 0.5 kg, with no significant change in systolic blood pressure (Table S1). Among DPP4i, no significant difference was observed in the change from baseline in HbA1c, fasting plasma glucose, and systolic blood pressure, while reductions in body weight were larger for sitagliptin and alogliptin than for vildagliptin (Fig. S1).

After a median follow-up of 6.2 months (IQR 4.8--7.1), in patients who received gliclazide, HbA1c declined by 0.6% and fasting plasma glucose declined by 14.5 mg/dl, while no significant change was observed for body weight and blood pressure (Table S1).

Comparison of Propensity Score Matched Groups {#Sec10}
---------------------------------------------

PSM was performed on a predefined set of variables, which were considered to be clinically relevant for the outcome and therapy assignment. After MI, PSM identified 1316 patients in each group, who were well balanced for all clinical variables except concomitant use of basal insulin, which was significantly more common in patients starting a DPP4i (17.4%) versus those starting gliclazide (13.2%) (Fig. S2).

In matched cohorts (Fig. [2](#Fig2){ref-type="fig"}), the change from baseline in HbA1c was significantly higher in patients starting DPP4i than in those starting gliclazide (− 0.6 ± 1.1% versus − 0.4 ± 1.2%; *p* \< 0.001). The same was true for fasting plasma glucose (− 14.1 ± 43.5 mg/dl versus − 8.8 ± 46.2 mg/dl; *p* = 0.007) and body weight (− 0.4 ± 3.3 kg versus − 0.1 ± 2.9 kg; *p* = 0.006), while the between-group difference in the change from baseline in systolic blood pressure did not reach statistical significance (− 1.5 ± 19.8 mmHg versus 0.3 ± 18.9 mmHg; *p* = 0.056).Fig. 2Comparative effectiveness in matched cohorts. Baseline, follow-up data, and the change from baseline are shown for the primary outcome (HbA1c, **a**) and for secondary outcome measures: fasting plasma glucose (FPG, **b**), body weight (**c**), and systolic blood pressure (SBP, **d**). \**p* \< 0.05 for the indicated comparisons. Bars indicate standard error

The use of concomitant GLM did not significantly change at follow-up compared to baseline in either group (Fig. S3).

By dividing patients according to distance between baseline and follow-up, we simulated a time course of HbA1c reduction: while patients who received gliclazide show a progressively lower glycemic effect with longer follow-up, such loss of effectiveness was not observed with DPP4i (Fig. S4).

After we adjusted for concomitant insulin use, patients starting DPP4i still showed greater reductions in HbA1c and body weight than those starting gliclazide (Fig. S5). In models fully adjusted for basal insulin, each variable at baseline (either linearly or non-linearly modelled), and interaction terms, DPP4i proved superior to gliclazide in reducing HbA1c, FPG, body weight, and systolic blood pressure (Table S2).

Figure [3](#Fig3){ref-type="fig"} shows the changes in HbA1c, FPG, body weight, and systolic blood pressure in the matched cohorts of patients with or without concomitant insulin therapy and in those initiating DPP4i or gliclazide as second-line therapy after metformin or as a more advanced line of therapy. Patients starting DPP4i experienced a stronger HbA1c reduction than patients starting gliclazide, irrespective of background insulin therapy, but the between-group difference was significantly larger in insulin-treated patients. Only in patients who were on insulin therapy, DPP4i reduced fasting plasma glucose more than gliclazide. Vice versa, only in patients who were not on insulin, DPP4i reduced body weight more than gliclazide. An interaction between type of new prescription (DPP4i vs gliclazide) and background insulin therapy in determining the change from baseline in HbA1c, fasting plasma glucose, and body weight was confirmed upon a multivariable analysis (Table S2).Fig. 3Comparison of effectiveness according to concomitant and previous therapy. The changes in HbA1c (**a**), fasting plasma glucose (FPG, **b**), body weight (**c**), and systolic blood pressure (SBP, **d**) are shown for the entire cohorts of matched patients (all) or according to the presence or absence of concomitant basal insulin therapy, and whether DPP4i or gliclazide was being used as second-line therapy after metformin. \**p* \< 0.05 for the indicated comparisons. Bars indicate standard error

In patients who started DPP4i or gliclazide as second-line therapy after metformin, no significant difference was noted in the changes from baseline in HbA1c, fasting plasma glucose, body weight, and systolic blood pressure. Rather, in patients starting DPP4i or gliclazide as third or more advanced line of therapy, reductions in HbA1c, fasting plasma glucose, body weight, and systolic blood pressure were greater with DPP4i than with gliclazide.

Discussion {#Sec11}
==========

This large retrospective real-world study demonstrates that, in routine diabetes outpatient clinical practice, addition of a DPP4i to the ongoing therapy improved glucose control more than addition of gliclazide. This was particularly true in patients who were receiving DPP4i or gliclazide after having failed with at least another GLM different from metformin and in those who were on basal insulin.

These findings contrast with results of phase III RCTs comparing DPP4i with SUs, which show that DPP4i are less effective than SUs in reducing HbA1c in the short term and are non-inferior to SUs in the long term. A few reasons can explain these results. First, the broader population of patients included in this real-world study differs from that of phase III RCTs, especially in terms of age, history of GLM use, complication burden, and overall heterogeneity. Second, phase III RCT protocols require that SUs are uptitrated to the maximal tolerated dose, which is rarely reached in clinical practice, especially in aged patients with chronic complications. While we do not have full information about dose titration in the DARWIN-T2D study, gliclazide extended release is usually prescribed at the initial daily dose of 30--60 mg and not uptitrated until the following visit. Indeed, cross-sectional data from pilot study centers indicate that the average daily gliclazide dose was 49 mg. Thus, it is possible that DPP4i allowed a better improvement in glucose control because gliclazide was being used at a relatively low dose. As doses of gliclazide, but not of DPP4i, can be uptitrated over time, it is possible that a longer observation would have produced different results. It is nonetheless remarkable that, at doses used in routine clinical practice, initiation of DPP4i provides a better glycemic control than initiation of gliclazide at the first follow-up visit after about 6 months.

Of note, even in the larger cohort of patients before PSM, the various DPP4i provided similar improvements in HbA1c and fasting glucose and differed only in the change in body weight. These data indicate that, from a practical perspective, DPP4i do not differ in their glycemic effectiveness.

Interestingly, by dividing study patients according to the time elapsed from baseline to follow-up visits, we simulated a time course of HbA1c change. Although this approach cannot be equated to a longitudinal observation in the same patients, it suggests that gliclazide lost effectiveness over time more than DPP4i, a trend present also in long-term phase III RCTs.

Remarkably, the history of previous glucose-lowering therapy had an impact on the comparative effectiveness. In patients who were prescribed DPP4i or gliclazide as second-line drugs after metformin, i.e., who had received no GLM other than metformin, the improvement in glucose control was similar with the two treatment regimens. This is more in line with results of phase III RCTs, wherein patients with T2D, usually of short duration, uncontrolled on metformin monotherapy, were randomized to DPP4i or SUs. However, in patients in whom at least another GLM had failed, DPP4i was superior to gliclazide in improving HbA1c, FPG, body weight, and blood pressure. Furthermore, DPP4i retained a significant glucose-lowering effect when added to combination of basal insulin and oral therapy, which was greater than the effect of gliclazide. The previous history of GLM use may be more reflective of residual beta-cell function than disease duration. Although both DPP4i and gliclazide stimulate endogenous insulin secretion, DPP4i exert a more physiological meal-dependent action and may be more able to improve beta and alpha cell function \[[@CR20]\].

These findings have clinical implications for individualization of therapy based on patients' history, indicating that DPP4i can be effective also in a more advanced disease stage.

Although DPP4i are associated with a markedly lower risk of hypoglycemia than SUs, information on hypoglycemic events are not yet available in the DARWIN-T2D database and it is therefore impossible to weigh the benefits of glucose control against the risk of hypoglycemia. Future real-world studies combining clinical and administrative data on hospital discharge codes will be useful to address this issue.

In addition to the glucose-lowering potency and the risk of hypoglycemia, there is great focus on cardiovascular effects of drugs for the treatment of T2D. The ongoing CAROLINA trial, comparing linagliptin versus glimepiride, will shed light on cardiovascular outcomes with DPP4i versus SUs \[[@CR21]\].

This study has limitations inherent to its retrospective and non-randomized design. Therefore, the level of evidence arising from these data cannot be equated to that of RCTs. The risk of confounding by indication and reverse causality always limit interpretation of the comparisons between therapeutic strategies in observational studies. To address this issue, we used PSM to obtain matched cohorts of patients and simulate a quasi-experimental design. With this tool, it is possible to emulate the conditions of an RCT with respect to the observed baseline characteristics. By PSM, we have been able to obtain well-balanced groups, except for a residual difference in the rate of concomitant basal insulin use, at a magnitude that may not be clinically relevant. Nonetheless, to account for this residual confounding, the outcome analysis was adjusted for insulin use or presented separately for insulin users and non-users. Importantly, however, for as good as a PSM can be, it does not guarantee equal distribution of unmeasured variables, making the issue of residual confounders unresolved. Data missingness was addressed with MI, but we decided not to impute missing outcome variables. Since some patients had to be excluded from the matched cohorts because of missing values in secondary outcome variables, results for FPG, body weight, and blood pressure have to be considered with more caution than results for HbA1c. Finally, since only a fraction of the initial patient cohort could be matched, results apply only to patients with the baseline clinical characteristics obtained after PSM.

On the other hand, the study has remarkable strengths. These include the large sample size, the extensive patient characterization, the multicenter nature with nationwide distribution, the rigorous consideration of biases, and the automatic data extraction from the same electronic chart, which guarantees reproducibility, uniform data coding, and low reporting bias.

Conclusion {#Sec12}
==========

Addition of a DPP4i to an ongoing glucose-lowering regimen in Italian diabetes specialist outpatient clinical practice improved glucose control more than addition of gliclazide. Although gliclazide was being used at submaximal doses and confounding cannot be definitely ruled out, these data confute the general belief that initiation of SUs is highly effective in reducing HbA1c and provide a rationale for pragmatic trials comparing DPP4i and SU in a routine clinical setting.
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Agostino Consoli and Gloria Formoso (Dipartimento di Medicina e Scienze dell'Invecchiamento - Università Degli studi G. D'Annunzio di Chieti-Pescara); Giovanni Grossi (Ospedale San Francesco di Paola - Azienda Sanitaria Provinciale di Cosenza); Achiropita Pucci (Azienda Sanitaria Provinciale di Cosenza); Giorgio Sesti and Francesco Andreozzi (Azienda Ospedaliero Universitaria di Catanzaro); Giuseppe Capobianco (Azienda Sanitaria Locale Napoli 2 Nord); Adriano Gatti (Ospedale San Gennaro dei Poveri - Azienda Sanitaria Locale Napoli 1 Centro); Riccardo Bonadonna, Ivana Zavaroni and Alessandra Dei Cas (Azienda Ospedaliero Universitaria di Parma); Giuseppe Felace (Ospedale di Spilimbergo - Azienda per l'Assistenza Sanitaria n.5 Friuli Occidentale); Patrizia Li Volsi (Ospedale di Pordenone - Azienda per l'Assistenza Sanitaria n.5 Friuli Occidentale); Raffaella Buzzetti and Gaetano Leto (Ospedale Santa Maria Goretti - Azienda Sanitaria Locale di Latina); Gian Pio Sorice (Fondazione Policlinico Universitario A. Gemelli, Roma); Paola D'Angelo (Ospedale Sandro Pertini - Azienda Sanitaria Locale Roma 2); Susanna Morano (Azienda Ospedaliera Universitaria Policlinico Umberto I, Roma); Antonio Carlo Bossi (Ospedale di Treviglio - Azienda Socio Sanitaria Territoriale Bergamo Ovest); Edoardo Duratorre (Ospedale Luini Confalonieri di Luino - Azienda Socio Sanitaria Territoriale Sette Laghi). Ivano Franzetti (Ospedale Sant'Antonio Abate di Gallarate - Azienda Socio Sanitaria Territoriale Valle Olona); Paola Silvia Morpurgo (Ospedale Fatebenefratelli - Azienda Socio Sanitaria Territoriale Fatebenefratelli Sacco); Emanuela Orsi (Fondazione IRCCS Ca' Granda - Ospedale Maggiore Policlinico di Milano); Fabrizio Querci (Ospedale Pesenti Fenaroli di Alzano Lombardo - Azienda Socio Sanitaria Territoriale Bergamo Est); Massimo Boemi and Federica D'Angelo (Presidio Ospedaliero di Ricerca INRCA-IRCCS di Ancona); Massimiliano Petrelli (Azienda Ospedaliero Universitaria Ospedali Riuniti di Ancona); Gianluca Aimaretti and Ioannis Karamouzis (Azienda Ospedaliero Universitaria Maggiore della Carità di Novara); Franco Cavalot (Azienda Ospedaliero Universitaria San Luigi Gonzaga, Orbassano); Giuseppe Saglietti† (Ospedale Madonna del Popolo di Omegna - Azienda Sanitaria Locale Verbano Cusio Ossola); Giuliana Cazzetta (Casa della Salute, Ugento - Distretto Socio Sanitario Gagliano del Capo - Azienda Sanitaria Locale di Lecce); Silvestre Cervone (Presidio ospedaliero San Marco in Lamis - Distretto Socio Sanitario San Marco in Lamis - Azienda Sanitaria Locale di Foggia); Eleonora Devangelio (Distretto Socio Sanitario di Massafra - Azienda Sanitaria Locale di Taranto); Olga Lamacchia (Azienda Ospedaliero Universitaria Ospedali Riuniti di Foggia); Salvatore Arena (Ospedale Umberto I - Azienda Sanitaria Provinciale di Siracusa); Antonino Di Benedetto (Azienda Ospedaliera Universitaria Policlinico G. Martino di Messina); Lucia Frittitta (Azienda Ospedaliera di Rilievo Nazionale e di Alta Specializzazione Garibaldi di Catania); Carla Giordano (Azienda Universitaria Policlinico Paolo Giaccone di Palermo); Salvatore Piro (Azienda Ospedaliera di Rilievo Nazionale e di Alta Specializzazione Garibaldi di Catania); Manfredi Rizzo, Roberta Chianetta and Carlo Mannina (Azienda Universitaria Policlinico Paolo Giaccone di Palermo); Roberto Anichini (Ospedale San Jacopo di Pistoia - Azienda USL Toscana Centro); Giuseppe Penno (Azienda Ospedaliero Universitaria Pisana); Anna Solini (Azienda Ospedaliera Universitaria Pisana); Bruno Fattor (Comprensorio Sanitario di Bolzano - Azienda Sanitaria della Provincia Autonoma di Bolzano); Enzo Bonora and Massimo Cigolini (Azienda Ospedaliero Universitaria Integrata di Verona); Annunziata Lapolla and Nino Cristiano Chilelli (Complesso Socio Sanitario Ai Colli - Azienda ULSS n.6 Euganea); Maurizio Poli (Ospedale Girolamo Fracastoro di San Bonifacio - Azienda ULSS n.9 Scaligera); Natalino Simioni and Vera Frison (Ospedale di Cittadella - Azienda ULSS n.6 Euganea); Carmela Vinci (Azienda ULSS n.4 Veneto Orientale).
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